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ABSTRACT 

This paper discusses the use of bilingual workers who 
do not ha^^e formal mental health training as mediators and providers 
of mental health care for refugees. The introduction provides a 
t>ackground discussion of the need for refugee mental health services, 
the characteristics of bilingual mental health workers, and the work 
places and expectations of the bilingual worker. After a brief 
discussion of the problem of job title, the functions of bilingual 
workers are enumerated and described: translation, interpretation, 
culture broker, outreach and community education, and mental health 
counselor or cotherapist. The next section addresses special issues 
and problems arising with bilingual workers, beginning with the 
psychosocial and interpersonal dynamics of the bilingual worker's 
role as interpreter between patient and clinician, other issues 
include training, certification and quality assurance, bilingual 
career development, burnout among bil-ngual workers, and the 
potential for the abuse of power by bilingual workers. The discussion 
concludes with considerations for the recruiting and hiring of 
bilinguals. References are included. (TE) 
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The Role of Bilingual Workers without Professional Mental 
3ealth Training in Maital Health Services for Refugees 

Introduction 

This paper discusses the vse of hlllngual workers who do not have 
formal mental health tralnlx« as mediators and providers of mental 
health care for refugees. This focus on the non-prof essl<mal worker 
reflects the fact that professionally^ trained mental health workers 
are rare to nonexistent in many refugee groups, and that training 
sufficient numhers of bilingual professionals for these groups could 
easily require a decade or more. Additionally, ftature waves of many 
different immigrant groups can he expected, which will make an 
understanding of the Issues surrounding use of ncn-professlonal 
billnguals in mental health Important for many years to come. 

It should he recognized at the outset that certain refugee 
groupsv notably Cubans and to a lesser extent Vietnamese and Haitians, 
have available at least some bilingual mental health professionals. 
Although there are many special and difficult Issues Involved in 
utilizing these bl cultural professionals for service to minority 
groups via the "mainstream" (c.f. Lefl^r and Best man, 1981*), the focus 
of this paper will be the fipeclal problems of tie relatively 
untrained, non-i^rofessional worker. Therefore, for the sake of 
brevity in this paper, the term "bilingual worker" will refer 
specifically to the non-professional. 

Billnguals workers occuiy a tenuous, ill-defined niche of status 
and respoiBlblllly because mental health services in our country are 
based cn western models of mental health, and because of their lack of 
formal training or licensing. Thqr are "paraprofesslonals" while 




frequently Iftclrtng training vhlch would be required for usual . 
parajrofesalonal status. Supervision is oftai Inadequate due to the 
resotarce-poor service environment In . which they operate, resulting in 
their haviz^ respcosihllity heyond what should be expected based upon 
Iheir training and experience. They are often the only people within 
the agency who can coaimunicate with and understand the patient from 
the perspective of the cultural expectations and social demands placed 
upon thh patient and the patient's family. 

BiUnguals represent the Ideals, values and perspectives of the 
refugee community to the agenc/, and those of the agency to the 
community. If the bilingual cannot effectively communicate the need 
for and value of mental health seirvices to the refugee community, the 
agency will be able to provide little service, even with the best 
Inxentions. The highly personal nature of mental health services, the 
degree to which mental health services seem alien, strange, and 
sometimes frightening to reftigees, and the elusive, often culture- 
bound concepts of mental health make the bilingual *s Job extremely 
challenging. 

For these reasons and others to be discussed, decisions about how 
to recruit, hire and train billnguals, and the determination of what 
expectations shoxad be held regarding their performance, degree of 
supervision, and level of responsibility Is very complex. In this 
paper, the various roles of bilingual workers In mental health 
settings will be examined, together with advantages and pitfalls of 
havli^ bilingual workers assume the responsibilities attendant upon 
those roles. In addition, methods and problems of selection and 
tralnix« will be briefly described, as well as potential strengths and 



difficulties In the relationship between clinician and bilingual, 
blllnsual and patient, and between the service agency and the refugee 
conounlty* 

The sources of Information for this paper come ftrom the 
literature, and from visits to fifteen refugee mental health programs 
located In nine states made ly the authors and other members of the 
Refugee Assistance Ptogram: Mental Health ~ Technical Assistance 
Center, referred to hereafter as the TAG. The TAG Is a resource 
development and technical assistance center funded Ty the U. Office 
of Refugee Resettlement and administered ly the National Institute of 
Mental Health (HIMH) with the goal of Increasing the avallAblllly and 
quality of mental health services to refugees* 
The Heed for Refugee Mental Health Services 

The need to provide mental health care to refugees is becoming 
increasingly pressing. Since the fall of Saigon in 19^5, over 800,000 
legaUy sanctioned political refugees from Southeast Asia have arrived 
in the United States. In addition, over 165,000 Cuban and Haitian 
refugees and entrants have arrived during that period as well as 
lesser numbers of Ethiopians, Afganis, Iranians and Central Americans. 
During this time, public and private human service ag aides, both 
those specifically created or designated for the purpose of assisting 
refugees and those with general commitments to community service, have 
attempted to provide Jobs, English education, social orientation, and 
welfare services to these refugees. The thrust of the Federal 
Goveniment*s refugee assistance program has been to prov5.de skills and 
conditions necessary to enable refugees to become self-sufficient (off 
welfare rolls) in as short a time as possible. 

Although the efforts of these agencies have enabled many of the 
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most capable, ambitious, and adaptable refugees to begin and succeed 
In their nev life. It has become clear to workers In the resettlement 
field that many of those having dlfflctaty adjusting to the United 
States, e45., leamli« English, making friends, getting work, or 
dealing with those around them, are suffering from serious emotional 
disorders. These disorders frequently present as somatic complaints, 
but are usually dlignosable as adjustment disorder, depression, 
' Ktety, and sometimes post-traumatic stress disorder. In addition, 
substance abuse, schizophrenia, paranoia, and other -typically low base 
rate disorders are found (Rlnzle, 1981; Xlnzle, Predrlckson, Rath, 
neck. 6 Karls, 198lt; Lee, 1985; Hguyen, 1985; Westermeyer, In press). 
A significant minority of those who have not been able to effectively 
utilize services provided to them under the refugee plan are suffering 
from disabling or near disabling mental Illness. In addition, many 
who are or seem to be functioning well economically or educationally 
may still be suffering emotionally (Klnzle, Sack, /jagell, Manson, 4 
Rath, 1986; Westermeyer, Vang, 4 Lyfong, 1983; Westermeyer, Vang, 4 

HeMer, 1983). 

Mental health services for refugees have been terribly 
Inadequate, and remain so to this day. With a few notable exceptions, 
quality mental health services are still largely inaccessable to 
refugees. The reasons for this are several. First, many communities 
have small and/or newly arriving refugee pcpulatloDB, who have had 
insufficient impact or demand upon the mental health system to provoke 
a response. Second, the urgent need to address the liysical, social, 
and language needs of the refugees has given mental health services a 
low priovity In the prevailing resource-tight environment. Third, 
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cross-cultural expertise has l)een lacking In the mental health area, 
so that few provldera have teen avallahle to develop and offer 
services to these new groups. Thlo lack of expertise also reflects 
some level of disinterest; In some areas the TAC team visited, states 
have been unahle to generate Interest within community mental health 
centers In developing services to refugees, even when special 
resources were offered. Fourth, some communities or areas of the 
country do not appear highly committed to ensuring the avallahlllty of 
these services. Fifth, providing cross-cultural services requires the 
use of trained, highly skilled hllingual workers, who are very 
difficult to find and train. Sixth, American workers within these 
agencies do not know how to work through and with the non- 
professlonal]y trained hllingual, and may feel uncomfortahle 
attempting to do so. The present paper- Is concerned with the last two 

of these prohlemr. 

One broad consequence of these factors Is that once a bilingual 
worker is hired at an agency, that person may become rapidly 
overwhelmed ly the needs of the community and requests for service, 
assistance, and information by surrounding agencies. The worker may 
be the only ethnic mental health worker In a large community* and 
social service agencies, schools, the criminal Justice system, or 
police may call upon a worker to Interpret in a given case, to 
explain wly people respond or behave in what seem to be strange ways, 
and to assist intervention in cases of suspected child alMse, and 
Illegal activities such as gambling, drug abase, or theft. Agencies 
and their workers have to attempt to balance such outside activities, 
which are important for primary prevention in the community, as well 
as for Individual mental health concerns, with the necessary direct 
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vork of the clinic. 

The difficulty of the bilingual vorkers* tasks must not be 
underestimated. For example) interpretation is an extremely difficult 
task requiring extensive training vhen performed in other settings 
such as diplomatic or business transactions (Rishiyama, 1983). 
Hovever, this function seems to be taken for granted and trivialized 
in some clinical settings, as when relatives or clinic personnel such 
as Janitors are called in to translate for a psychiatric intake. 
(Marcos, 1979; Westermeyer, 1987). Even with well educated 
blliEguals, a command of English adequate for translating in primary 
health settings may not be adequate in mental health settings where 
connotations and subtle implications have extreme importance 
(Westermeyer, 1987). As will be seen, interpretation represents only 
a ^mall portion of the mental health work that bilinguals are expected 
to perform, and therefore command of English stands as a necessary, 
but far ftrom sufficient requirement for employment in mental health 
settings (Lum, 1985). 

Characteristics of Refugee Mental Health Workers 

For the majority of refugee bilingual mental health workers, 
their Job in the United States as a mental health worker represents 
their first work and training in the area of mental health. This is 
particularly true of Sou-Qieast Asian refugees, who come from cultures 
where western notions of mental health are alien, and where there is 
no counterpart to the western mental health worker (Kinzie, 1985b; 
Tunft 1985). This is most notably the case for the Khmer, who lost 
many educated people during the time of Pol Pot, and for the largely 
preliterate Laotian hill tribes such as the Hmong, Mien, and Tal Dam, 
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vh<y arrived with very few nembers harlng significant elucatlon In the 
vestem aenae, and few to ncne vlth any training In veatem mental 
health concepta (Klnsle, 1985b). 

In Tlalta to Bgmcies aervlx^ mental health needs of refugees, 23 
refugee workers were Interviewed. The characteristics of these 
workers are shown co Table 1* 

Table 1 * Characteristics of bilingual workers In sites visited « 

Ethnicity Rumber Have College Prior experience Plan to stay In 

Degree In mental health mental health 



Vietnamese 


9 


7 


2 


5 


Knong 


k 


0 


2 


3 


Cambodian 


h 


1 


0 


2 


Laotian 


3 


1 


1 


2 


Mien 


1 


0 


0 


1 


Haitian 


1 


1 


0 


0 


Ethiopian 


1 


1 


0 


0 


Totals 


23 


11 


5 


13 



Average Age « 35, range 21-U6 

Average Time In U.S. » 8 V2 years, range h - 18 

Gender: 13 wcnen, ID men 

As can be aeen, few had previous mental health related 
experience, and this primarily represented experience as volunteers In 
refugee camps. A few others had worked for resettlement agencies with 
some peripheral exposure to mental health, but ncne had prior formal 
mental health training. Previous occupations have Included physician, 
teacher, nurse, student, clerical or construction worker, and aimy 
officer. Several, mainly Vletnemese, had college degrees either from 




the U.S. or from their country of origin. About half planned to 
regain In the aental heali^ fleld» the rest vantlng to change careers 
(or resuiie their old one) or feeling unsiire, fbr reasons vhlch vlll he 
touched upon later. The bilingual vorkers In general had a high level 
of education, an unusually good command of English, and a high degree 
of adaptability compared to their ethnic cohort. 
Work Places and fccpectatlons of the Bilingual Worker 

There are a varlely of settings In vhlch bilingual vorkers get 
exposed to mental health Issues, but vhere their primary 
responsibility Is not In mental health service. For example, 
blUnguals vorklng as translators In hospitals or primary health 
facilities may be called upon to translate for psychiatrists vhen a 
refugee arrives In the hospital In a state of crlslB, and during 
treatment or foUov-trp. In voluntary resettlement agencies, 
blllnguals are expected to assist nev refugees In finding satisfactory 
living arrangements, vork out problems betveen refugees and sponsors, 
and provide social orientation. In each of these areas, mental health 
Issues can figure prominently. Refugees suffering ft^m serious mental 
and emotional problems vlll be unable to make the best use of 
services, may become a problem for the sponsoring family or group, and 
vlll be frustrating and difficult to deal vlth for the resettlement 
vorker. !Ihe resettlement vorkcr Is not usually given training In 
mental health and Is not alvays sure vhether referrals are needed or 
vhere to reiser to. The same Issue conftronts those vorkers In private 
and public agencies attempting to perform Job counseling and placement 
vlth refugees, as veil as bilingual teachers vorklng vlth adults In 
English as a second language (£8L) classes, or In schools providing 
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bilingual education to students. 

Social service and child protecticm agencies vlthln cities also 
hire bilingual workers vho see Instances of domestic violence, alcohol 
or drug abuse, and Ineffectiveness and Isolation. Again, these 
bilingual workers are usually not trained in mental health to the 
degree that would be required of their American counterparts. Initial 
hiring m«or have been based almost exclusively on demonstrated ablllly 
to speak Es^llsh, Irrespective of personal qualities and suitability 
to people-oriented work. These front-line workers will often be the 
first or only people other than family members to see the effect cf 
mental health problems, but withcwt training may be unable to deal 
effectively with these problems, or to recognlce their seriousness. 

The focus of this paper, however, is those agencies who hire 
billx^ual refugees primarily for mental health work. These may 
include public, non-profit comnunlly mental health centers or 
specialty mental health centers created for Dersons of specific ethnic 
or racial groups (e^., Asians, Cubans, Haitians, Vietnamese), and 
hospitals and psychiatric clinics which hire Interpreters specifically 
for mental health work. They also Include private agencies which have 
attempted to develop mental health services in response to what th^r 
saw as unfilled needs of the refugee community, or who were initially 
involved in other aspects of resettlement but observed and 'attempted 
to respond to the mental health needs they found. These latter 
agencies may not have a history of worklEg in the mental health field. 
Each lypc of program tends to utilize the bilingual worker in a 
different way, with their own set of expectations and limitations. 

This helter-skelter hiring and utilization pattern Tor bilingual 
mental health workers reflects the scattered^ uncoordinated^ and 
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tenuous nature of refugee mental health services in this country. 
Personnel vlthln refugee mental health programs often feel out of 
touch with other refugee programs, ond Isolated ftx>m the mainstream of 
mental health. Refugee programs often operate on a shoestring hudget, 
with little flmdlng security (Lum, 1985). The quality of care In 
these programs Is often not subject to the same degree of scrutiny 
that mainstream agencies receive. These factors have serious 
ramifications when It comes to developing the skills of bilingual 
mental health workers, preventing Job humcut, developing standards or 
certlricatlon for them, and ieeping committed workers In the field of 
mental health. 

A further consideration in hiring and training UHnguals is 
whether the size of a specific ethnic group in a service area is large 
enough to Justliy hlrii« a full-time bilingual worker. Clearly, in 
areas which have only a few hundred refugees from a certain cultural- 
lii^uistlc group, local mental health centers and hospitals will be 
unable to hire r, full-time Interpreter even for basic health services. 
For groups with small numbers, the imfDrtunate solution of using 
family members or ftrlends for translation may have to br used 
(Westermeyer, 1987). For larger groups, the hospital may hold clinics 
at specific times during the week (e.g., Kinzle, Tran, * Breckenrldge, 
1980; Westermeyer, 1985), and utilize a part-time interpreter, or one 
perhaps shared with other local social service agencies. Providing 
such a worker sufficient training In mental health work to insure 
proper caire is pioblematlc, however. It is Incumbent upon the 
clinician in this situation to develop sufficient experience with and 
knowledge of the patients' culture to work effectively with the 
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patients and the bUlogual) and possibly to do so without special 
financial coapensaticn. 

The Problett of Job Title 
Bllingoals are vleved ani utilised in soaevhat different vays ^ 
different i^encles. This tends to be reflected in the Tarlely of 
names and titles tgr vhich thcgr are called, including clinician, social 
vorker, cotheraplst, interpreter, counselor, social adjustoent vorlcer, 
mental health assistant, and mental health vorker. The various 
functions of these vorkers vlll be described in detail shortly, 
although not within the context of Job title. There is not a one-to^ 
one correspondence between Job title and specific ftmctions or 
responsibilities. In fact, most of these workers tend to do very 
similar thii^s, although relative amount of time devoted to specific 
tasks may vary. For example, persons called clinicians or counselors 
may spend more time within the clinic and do fewer home visits than 
those called social adjustment counselors or social workers. They 
might also be given more independence and allowed more aulhorlty, 
although this may not always be the case. They may be less likely to 
get involved in day-to-day, concrete problems In living, although even 
this will vary from agency to agency and even person to person within 
an agency. 

i^ency personnel often mention the dilemma over what the worker 
should be called, as no particular Job title exactly fits what the 
workers do. In cases where they have a strictly determined role such 
as interpretation the choice is easy. That t ^tuatlon is rare, 
however, and more often s;he title reflects some combination of 
politics, philosophy, legal restrictions, and actual functions 
performed. Therefore, the titles are not reliably descriptive of 
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either flisctloos performed or lerel of trainlog or qualification In 
azqr B±ytn area. For enaple» an agency vhlch seeks to Increase the 
apparait statos of Its bllli«uals night decide to call thea clinicians 
or counselors. An agency vlshlng to avoid a nedlcal aodel or the 
stigma of mental health magr choose the title of social adjustment 
vorker. Agencies In hetveec msgr call them mental health vorkers. 
Some agency directors are adamant that their vorkers not he called 
Interpreters, translators, or even parajrofesslonals, hellevlng that 
these terms trivialize their vorkers* Importance and level of 
respcoslblllly, and are somehov demeaning. 

The problem vlth this terminology dilemma Is that Joh titles 
become unlnformatlve and po-uentlally mlsleadli^. Persons vorklng for 
surrounding agencies as veil as the people the Mllnguals serve have 
no Idea of vhat the q^iallflcatlon or training of these vorkers ls» nor 
of the lype of vork they can be expected to da For exaa5)le, the 
title **cllnlclan" can be confusing because It seems to Imply some 
specific clinical training* although l^ally the term Is meaningless. 
Because of all this, I vlU not atteiqrt; to disentangle the Job 
title - Job tralnlng/respomlblllty confusion. Instead, It Is 
suggested that professional and professlonal-^sotxndlng titles be 
reserved for those vlth appropriate training, and that until some 
otbi / aiproprlate certification becomes available, a title such as 
bilingual mental health vorker be used for the non-professional. Such 
a title gives some Indication as to the content of the vorker*s Job, 
but carries no specific Implication as to level of training. While 
some may argue that the term demeans the vork that blllnguals do, one 
must remember that In the great majorlly of cases these vorkers vere 
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nev to the mmtal health field when they started work, and gcaeralJy 
haT«» neither mental health degrees nor professional training. 
Advancaaent should he availahle throogli further foraal training. 

In the following pages. Issues of joh title will be left behind 
in favor of descrlbli« the rarious functions performed by bilinguals. 
dese functions, as Las been noted, are part of what almost every 
bilii«ual worker does, although the relative amount of each will vary 
according to time and agency priority. lach function will be 
discussed, together with the importance, needs, strengths and 
difficulties associated with that function. 



Bilinguals working within mental health programs senre a large 
•variety of functions, including those of translator. Interpreter, 
paraprofessional counselor, culture broker, outreach worker, community 
educator, community advocate/organizer, and educator of service 
providers about the refugee's culture. Within the counselor role, 
billz«ual«t may serve to intervene In crisis situaticns, perform 
therapeutic Interventions, administer tests, make referrals, and do 
case management. These various functions will be expanded, upon in 
later pages. Based upon our visits to agaacies across the United 
States, the extent to which bilinguals perform each of these functions 
varies greatly, although bilinguals within most agencies are called 



define what duties the workers shouM be expected to perform, he first 
defines those things they should not be; Job counselor, social service 
aide, community worker, therapist, or psychiatric technician. In 



Functions of Bilingual Workers 



up«i to perform most of these duties at one time or another. 

Tung (1978) discusses the histcry and utllliation of the 
Southeast Asian bllii«ual worker in mental health. In attempting to 




other word8> the voriex* aust deTote their tl»e to those special 
services that only a aental health agency can p^Tlde» despite the 
tempti^tl^i. to vork In these other areas vhlch do haye mental health 
ImpilcatioQS. He says that en^vlrcMiental intenrcntlons must he 
specifically related to a treatment program. He says they should he 
eiqpected to perlbrm as detection^ crisis Interrentlon, 
education/information^ referral* interpretation, other preyention, and 
reportii*. His list of functions is consistent vlth those to he 
descrihed helow, although he has his own specific cwtlook and set of 
priorities. In ftct, the needs snd cajahllitles of each agency and 
the population it serves determines the specifics of hew hlllnguals 
are utilised. 
Translation 

Translation refers to producing a vrltten document in a language 
different ftom the original source, whether the source was originally 
spoken or written. The function of translation has limited use in a 
mental health center. Typical opportunities for translation include 
traaslatii« psychological tests, outreach, prevention, or educational 
materials, and translating ccnversatlons or history information into a 
patient's chart. Such activities are difficult and vitally important 
when thqr are done, hut th^ make up a small portion of a hilingual 
worker's overall effort. 
Interpretation 

Literpretation refeirs to a spoken product, mich as when a worker 
interactively Interprets for a psychiatrist during an interview. 
InterpretlnE can he extremely demanding hecmise the interpreter does 
not have time to sit and consider the hest translation, may not have a 
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dlctlonaxy available or time to use It, and Is rcapomible for seeing 
that all parties In the roo» have a clear understanding of what the 
others are ssylng and aeanlAS. Interpretation and translation are 
highly developed arts and skills, vlth foraal education, 
certification, and licensure requirements* 

In the aental health context. Interpretation Ideally requires 
that the hllli^ual utilize his or her expertise and sensltlvlly with 
respect to the diff^rli« langunges and cultures, elaborating or 
explaining elements of the messages sufficiently to Insure full 
understandii« hetveen the parties* The Interpreter Is therefbre a 
partner in the exchange rather than a vehicle, and takes an active 
role in the exchax^e. In transactions between persons with differing 
linguistic and cultural hatskgrcttnds, the Interpreter has the weighty 
responslhlllty of ensuring that all sides understand what is being 
discussed, and what special meanings are attached to key words, 
actions, and gestures ly the persons Involved in the transaction. In 
order to be effective, the Interpreter needs to be familiar with both 
cultures and lai^ages, and to some exteit also with the specific 
topic under discussion (ishisaka et al., 1985; Tung, 1985; 
Westermeyer, 1987, In presi). One may consider a dimension of "degree 
of elaboration" durlx« interpretation. A verbatim interpretation may 
be technically correct but miss a cjruclal point which is vital to a 
mental health assessment. For example, subtle meanings, things left 
unsaid, and culturally dissonant qualities of eiqpresslon woild be lost 
in such an interpretation. On such occasions, elaboration Is needed 
to ftdly convey the implications of what is said. In addition or 
prior to -Uie elaboration however, clinicians should ask for the more 
verbatim interpretation as well because the interpreter may not be as 
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semltlTe to clin. 3Jy laportaiit material or msj comlder Important 
material Irrele-wmt (WllllaM, 1985). , Of courae, e-fen "direct" 
Interpretation will require Interpreting subtle meanings as veil as 
Idiomatic eaqnresslons, sagrlngs, and metaihorlcal expressions which do 
not have direct translations. The degree of elaboration Is 
quantltatl^, not qualltatlw, reflecting the degree of personal 
InTOlvement expected or allowed of the bilingual in the patlent- 
cllnlclan exchange. 

Bllli^uals are rarely hired primarily as translators or 
Interpreters In specialty refugee mental health clinics. The 
exceptions to this rule have been hospital-based psychiatry clinics, 
and In particular those established ly Klnzle (l98l) and Westermqrer 
(1985). In these clinics, the psychiatrists had a special interest 
in providing services to refugees, and undertook the training and 
supervision of billi«ual workers to flmction as interpreters during 
psychiatric interviews and treatment sessions. Even in these 
psychiatry clinics, however, the blllnguals also function as culture 
brokers, communily educators, and outreach workers. In other hospital 
settli«8, translator/interpreters are often provided for psychiatrists 
as needed for triage, crisis, and treatment work, lut these workers 
frequ«itly come from a "translator pool," and are not used primarily 
In the mental health area. 

The need fbr interpretive services, even when the patient is 
capable of communlcatli« in English has been noted ty several authors. 
Westermeyer (1987) and Marcos (1976) have noted that patients may be 
able to eaqjress factual information in a second language, lut not 
affective or personal information, especially if the second language 
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VM learned late, or prlaariay in school, thrcwgh books, or at vort 
Tung (1985) hM fbund that refugees mqt think thegr do not knov English 
veil enough to use services, and that this concern may ir event them 
f^om seeking services. They may dread the laborious task of 
attempting to ejqplaln their distress In a foreign language. Persons 
experiencing high levels of stress, such as vould be the case vlth 
patients experlenclxe anxlely, deiresslon, delirium, or thought 
disorders, may lose their ablllly to communicate effectively in a 
second lax^ige while retaining effective use of the first (Peck, 
197U, Westermeyer, 198T). Marcos, Crcuyo, Kesselman, and iapert 
(1973) found that English-speaking patients with Spanish as a first 
language displayed more mlsundentandings, greater disturbances 
associated vlth anxiety, and more contft.\t indicative of 
psychopathology vhen Intervleved in English then in Spanish. Marcos 
(1976) also discussed an apparent emotional detachment observed in 
patients using their second language Instead of their first (opanlsh) 
in a psychiatric intervlev. This he ascribed to greater encoding 
demands associated vlth the second language, vhlch in essence blocked 
out or distracted the patient from the emotions associated vlth vhat 
vas being said. 

Both under- and over-pathologizing has been reported to result 
from Intervievs conducted in the patient's second language (Del 
Castillo, I97O; Marcos, Alpert, Urcuyo, * Kesselman, 1973). Marcos et 
al. (19T3) speculate that on the one hand, there may be outright 
mlsunderstandii^ of vords, contexts and gestures by the clinician vhen 
intervlevlng the patient in the patient's second language, leading to 
over-pathologlzlng. Hovever, it is also possible that a pciiion vlth a 
thought disorder may respond in a more controlled, albeit limited vay 
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vhen Interviewed in a second language, thus glvlns a poorer soaple of 
speech fbr the psychiatrist to analyze, and not rereallng subtle signs 
of disorder (Westermqrer, 1987). Foulks (19T9), has described 
nuMrous llngxxlstlc and conceptual difficulties In Interpreting affect 
and feeling across cultures. It is unlikely that a person vho speaks 
English only ooderateJy veil vlU he able to.esq^laln feelings of 
distress clearly and meaningfully to an Engllsb^peaklng psychiatrist. 
Trained Interpreters, on the other hand« vlU hare eigperlence bridging 
this gapc and vlll understand the points of rlev of both clinician and 
patient. Therefore, use of Interpreters nay be advisable even vlth 
patients vlth partial skill In English. 

A number of authors have vrltten about the difficulties and 
dangers, as veil as the advantages of psychiatric vork through an 
-Interpreter. Sabln'(l975) reported the suicide of tvo patients vhoae 
suicide risk vas underestimated during an Interpreted Intervlev. In 
this case, the Interpreters vere not trained In mental health, one 
belxc a family member and the other a member of the hospital staff. 
In each Instance, vital Information vas lost during the Interpretation 
due to both Inadequate Interpretation and lack of realization on the 
part of the clinician as to the significance of vhat vas Interpreted* 
In particular, the affective components of the patients* complaints 
vere Inadequately recognized. Kline et aL (1980) found tht,^ Spanish- 
speaking patients felt more satisfied vlth their Interviews and more 
happf vlth the help received vhen Intervlevs vere conducted using 
Interpreters than vhen they veren't used. Hovever, clinicians felt 
the Interpreted Intervlevs vere less satisfactory lian non-Interpreted 
ones, and erroneously thought the patients felt less understood and 
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satisfied as veil* This points out that certain perceived problems 
etsd pltfaOle of conauctlng interpreted Interrlevs (particularly vlth 
proti;3Blaial Interpreters) may be the reault of Interviewer dla comfort 
with t.ie altuatloa rather .ban actual reduced efficacy with patients. 

Pksclnatir-s examples of rslAtiTeJy minor alterations 
substantially altering the meaning of a patient's communication have 
been described ly sereral authors (Marcos, 1979; Price 1975; Putsch 
1985). Price quotes examples where the attempt of the Interpreter to 
make a patient's reply more meaningful or Intelligible masked the 
psychotic thought process of sm hAllucinating patient. Putsch 
provides examples of misinterpretation due +o misunderstanding of 
teas, misleading paraphrasing, omission of details which the 
interpreter felt uncomfortable in repeating or wM ch the Interpreter 
felt were Improper to repeat, and outright distortion of a physician's 
question in order to idake it more cultrTally-acceptable to the 
patient. Marcos (19T9) lists three major sources of interpretative 
distortions: l) deficient llngV.stic skills of the interpreter, 2) 
the Interpreter's lack of psychint-lc sophis^ nation, and 3) the 
Interpreters' attitudes toward either .he patient or the clinician. 
He provides examples of each type of ci rtlon. The optimal solution 
to these problems is to hire people wi<ai excellent Qanguage skills, 
provide them^ylth training in mentcl health and in tne technical 
aspects of lnterpretii«, and develop a close, trusting, long-term 
professional rapport between clinician and Interpreter. Klnzie 
(1985b) has operated his clinic using such a model and states that he 
has not had the difficulties working with Interpreters that many 
others report. 

Unfortunately, this arrangement is rare within a hospital (Putsdi, 
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1985; Stntopletro, 1981; VllllaBS, 1985 )• Marcos (1979) reported that 
Ifi tvo lev York hospitals associated vlth lev York UhlTerslty, an 
avenge of 30 psychiatric Interpreter-lntenlev evaliiatloos vere 
conducted daily, primarily in Spanish and tvo Chinese dialects. In 
spite of the high noMher of cross-cultural intertievs vlth non-fi^gUsh 
speaking persons, the hospitals emplcgred no official Interpreters and 
instead aogr Individual speaking the patients Irisagu^ge nl«ht he asked 
to interpret! 

Even vhen a hospital does enplcy aone interpreterrs, there Bay he 
occasions vhen there are no translators available for the particular 
language needed (Marcos, 1979; Putsch, 1985) In that case, family, 
frifnds, or soaetlnes clerical or service staff are utilized as 
intexixreters. The results can he disastrous due to the inability of 
the intake person to understand and ^^ddress the problesi (Sabin, 1975)* 
Maxy difficulties occur vhen family members, Arlends, or untrained 
strasgers perform the Interpretation (Taust & Drlckej, 1986; Marcos, 
1979; Vestemeyer, 1987). JHmily members have a state in the outcome 
of the Intervlev and may tend to either enlarge or minimise the 
pathology of the patient depending upon their personal agenda. In 
addition^ they are not trained as interpreters, vhlch can lead to 
serious problems vhlch may be partially overcome vlth appropriate 
instructions and fblloving certain recommendations (Marcos, 1979; 
Santopietro, 1981; Vllliams, 1985; Vestemeyer, 1987). These Include 
having a meeting betveen clinician and interpreter before the 
intervlev to discuss the goals of the intervlev, fbcal areas of the 
assessment, and the sezmltlve areas that Buy be explored. The initial 
session allovs the clinician to determine vhere problems In the 
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Interpretive proceM Bigr arlte* and allows an Initial aaaessBent of 
the BvUah skill of the interpreter. Matters of confldentlaUty and 
the Yltal role of the interpreter wtj also he discussed. Also 
recoBsended is ha^ng a final vrap-tq> session in vhlch concerns and 
qiiestloxB MQT he cleared up hetveen the clinician and interpreter^ and 
in vhlch final iapressloos nagr he shared^ 

Wester Bcgrer (196T) notes that incoaplete language covpetenc^^ 
interpretation skills, attitudes, and lack of psychiatric Laov ledge 
contribute to distortions in interpretation* Por such reason, 
Santopietro (1981) reconnends osing simple sentiences, and sentence-tgr- 
sentence interpretation during an interview. These prohleas are 
especially notahLe vlth lay interpreters, vho nay try to '^normalize'* 
the patient. Soae of the drawhacks to lay interpreters aay he 
ameliorated anticlpatli^ these problems, but even in the best of 
such circumstances concern vlth regard to confidentiality or shame on 
the part o.^ the patient, lay Interpreter, or fttmlly member-interpreter 
may still Influence vhat is omitted or altered. Because of the 
difficulty the clinician has In tooirlng whether or not accurate 
interpretation Is taking place. Wester meyer (1987) recommends that a 
clinician learn at least a few vcrds of the patient's language as a 
check against gross interpretation errors. 

In spite of the irohlems vcrklng vlth interpreters, Westermeycr 
(1987) notes that there can also be significant clinical advantages to 
the Interpreted interviev process. One advantage la the opportunity 
the clinician has to reflect on vhat has been said, to consider hov to 
proceed, and to observe non-verbal behaviors vhlle the interpreter and 
patient are conversing. Another advantage comes vhen the clinician 
and Interpreter have been vcrklng extensl^ly together, have a great 
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dMl of autual tru0t» and can operate aa ''a highly effectlre axHi 
efficient teas* sudi like a surgical teas.** Under these 
clrcuBstancea» he belleres the process of cross^cxiltural assess aent 
can hecoae m sophisticated and effective as Intra^cultural 
assessaent, and psychoaetrlc eTsluatlon and psjchotherapf becoae quite 
possible. 

In suBBary» the use of Interpreters In psychiatric vork presents 
difficulties vhlch can he oTercoae. In the Ideal situation, cross* 
cultural vork tla an Interpreter maj he equally as effectlire as intra* 
cultural vork. This Ideal case rarely seems to hold, not because the 
obstacles to achlete It are Insuraountable, but seeslngly because 
Institutions do not recognize the laportance of hl|^ quality 
Interpretation, or the leTel of sophistication ani^ difficulty InvolTed 
In performing psychiatric Interpretation,* and do not seem ready to 
recognise and respond to the need for provldlx« such a service for 
their patients. 
Culture Broker 

Culture brokerage Is not a specific function, role or 
respoalblllly. Rather, It Is soaethlcg that pervades all that 
bilingual vcrkers In a mental health center do, from Interpreting to 
comaunlly outreach. A specific role definition for and job title 
of culture broker has been described ly Weldaan (1978) and hy Lefley 
and Bestman {l9Bk). In Veldman*a service model, culture brokers are 
bilingual, blcultural, profess lonalJy^tralned social scientist 
(ideally from the ethnic group being served) who lead a mental health 
team servli« the community. The respooslbllltles include community 
oxganisatlon, cultural consxilting vlth both mental health 



profetslcDals ud coBSunlly service •gencles* directing pr^T^entive 
actlTltlet) and ensuring that needs of tb^ couunltgr are dealt vlth In 
a culturally ai^nroprlate unner. Most programs across the countrj do 
not bare personnel vorklng specifically m culture hro)ters» hoverer* 
and therefore rely oo the ethnic vorkers cn staff to serve In that 
capacity. Accordli^ly, the term vlll be used In the broad sense In 
this paper, referrlx« to the ^]rr lad vays in vhlch bilingual vorkers 
attcapt to bridge the cultural gap between the refugee popilatlon and 
the staff and services of the aental health agency. 

As mentioned, bilingual vorkers fulfill "ihe role of culture 
broKCT in virtually all aspects of their Jobs. They operate to ensure 
that the services offered ly the center are accecslble and appropriate 
for their specific ethnic communities. They attempt to link the 
mental health centers vlth community netvorks and aspects of tee 
ethnic culture, sucn as native faith healers. Specific efforts in the 
areas of community outveach and education, vhlch clearly Include a 
culttire brokerage aspect, vlll be discussed shortly. 

In the clinical setting, the role of culture brokisr takes many 
forms (Klnzie, 1985b; Westermeyer, 1987, in pres*). In a sense, tae 
degree of cultural elaboration provided ty an interpret during an 
intervlev leflects the degree to which the bilingual is operating in 
the culture broker role. Baring an intervlev, an interpreter Is often 
relied upon to put patients' remarks in a cultural ccctext so that the 
clinician understands contc^, connotations, and subtle meanings. The 
culture broker can assljit the clinician to acT^rmine if a patient's 
ideas, tehaviors and responses are congruent or not vlth respect to 
the culture (Web^ :-:Ttteyer, in presi). In addition, tbe interpreter 
can Inform the cj. - lat. of potential negative consequences of asking 



questions which My see» rexy inappropriate to the patient, or asking 
them hefbre sufficient trust has heen established. <>iestlons <m such 
topics as sexual matters or traumatic experiences must he pursued 
carefully and vlth sensltl^dty (iftost * Drlckey, 1986; Hoaog » 
Brlckson, 1985; Ii«all» 198^). The culture broker can also inform the 
clinician about courtesies and bodbr language which are vital to 
understanding the patient and to maintaining appropriate clinician- 
patient roles. Bllinguals can also assist the clinician in generating 
appropriate items for mratal status examinations. For exBimple, 
bllir^ualB can think of sayings common in their culture which may be 
used to screen fbr abstr^t thinking abilily (Wester meyer, 198T), and 
inftormatlon items which can be used to check long--term memory 
function. 

Culture brokers 'can help e3q;>laln and clarify treatment plans and 
goals to patients and their families in such a way as to Increase 
compliance with treatment. Achievii« treatment compliance with 
refugees has ftrequently been reported to be problematic 
(Breitenbucher, 1980; Kemp, 1985; Kinzie, 1985b). Heasons cited for 
this Include the belief, particTilarly among Vietnamese and Chinese, 
that western medications are "hot," and should be used sparingly and 
only when experiencing symptoms. \ This has led to problems in 
compliance such as reduced dosages, \and taking the medication 
sporadically (ishisaka et al., 1985; Muecke, 1983; Tung, 1985). 
Kindle (1985a) reports that it U very difficult to explain the 
concept of maintenance medication to Southeast Asian clients, and that 
a common practice is to stop taking the medication as soon as some 
Improvement is noted, or in response to experiencing side effects. 
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other proM-eas la eoBjOlance aigr reflect the y^ry different outlook on 
mental illaeBS that refugees hare vhen coBpared to the Western 
practitioner (Ishlsaka et aL, 1985; Kinsi*. 1985a; Westemeyer ft 
Wlntroh, 19T9). Consequently, the culture broker has a Yltal role In 
explainlr« the treataent plan to the jatient, and in naklog sure that 
the clinician is avare of the patient's attitude toward the 
nedlcation. 

Outreach and Co— mi'^LBducatlcn 

The jresence of significant harriers hetween refugees and aental 
health serrlces has heen descrihed hjr way authors (e^.. Hoang ft 
Erlckson, 1985; Ishlsatai, et al, 1985; Klnsle, 1980; 1985h; Lin, Inul, 
KLelnnan, ft Woaack, 1982; Tung, 1985; Westernqrer, 1985). The 
presence of these "barriers has resulted in underuse of aental health 
services ly refugees (Kgvyen, 1985; Sue ft McKlnney, 19T5). One jaajor 
"barrier is the coaiion viev aaong refugee grcwps that only "craiy" 
people need mental health services. Mental health services are not 
seen as appropriate for someone vho Is able to cope, even If their 
day-to-day life Is miserable. Receiving mental health help, or having 
a family member In treatment is highly stigmatizing (ingall, 198U). 
Another barrier is simply lack of awareness that such services exist, 
vhat they can provide, and how they might be accessed. Refugees may 
also be unawar^that the agency is able to provide services to non- 
Er^llsh speakli« refuge^ clients. Western caxiepts of mental health 
are unfamiliar to refugees, and mental health services may only be 
accessed as a last resort, after the avenues of family, traditional 
healers, and general medicine have been eAausted (Klnrle, 1985b; 
Kguyen, 1985). For all these reasons, agencies attempting to deHver 
services to the refugee community have often found it necessazy to 
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utilise their Wllr«u»l vorten for eoMBinlly outreach, as a culture 
broker hetveen the agency and the target coBBunltjr. 

The role of the refugee MHngual as an outreach worker la not as 
veil deacrlhed In the literature as that of Interpreter, although nost 
agency directors aeknov ledge the importance of thla function. Lefley 
and Beataan (i98l») pro^de descriptions of several aultl-cultural 
outreach and couninlly organisation efforts directed culture 
brokers in Nlaal. These Include organizing neighborhood groups to 
advocate for the commnlly In areas such as housing, crime prevention, 
educational sendees, and Immigration assistance. Similar ftmctlons 
provided ly Indigenous paraprofesslonals serving f. multl-ethnlc 
community In Hew York have been described ly Tarall (19T9), vho noted 
the special tisefulness of Indigenous paraprofesslonals In a variety of 
outreach, prevention, and Intervention efforts. 

One agency which places particular emjhasls on outreach as a 
prevention effort, and which serves a large surrounding refugee 
community Is Asian Community Mental Health Services In Oakland, 
California (Lum, 1985). Lum notes that bilingual employees at the 
agency are allocated approximately 50 to 10$ of their time In efforts 
such as consultation, community education, referral, community 
organization, and client advocacy. He telleves that this Is an 
aijiroirlate 8truct»ir li« of communlly services because workshops, 
seminars, and consultation aie less stigmatizing than direct mental 
health services, and crsn be held In community centers, chirches, and 
temples within the refugee communlly. Taiz Is an effective forum In 
which to educate refugees not familiar with mental health aervlces. 
Having the bilingual mental health worker conduct these workshops 
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rather than special "outreach vorkers" haa the advantage of allowing 
refUgeiiS the chance to talk to and aaseaa In a non*-threatenlng 
envlronaent the person ftoa whoM th^jr would he receiving services. As 
worfcers get positive ei^iosure In the coiaiunlly, harriers to coning In 
! to recelTe treatment ajre reduced. One prohlem In conducting such 

t 

outreach, however, has heen the Jack of relmhursenent fbr such 
acti Titles. 

T Vvt T^ an actl've role in comnunlty organization 8uch as assisting 
estaUlshaent of MAA's has also produced aaiflr Iwieflts (Lu», 1985). 
MAA*s ba^ played a najor role In disseninatlng Information alxmt the 
services of the aental health agency* They have also assisted In 
outreach and referral for those at risk In the coaununxty. In general^ 
the relatloMhlps vlth MAA's alloir the agency to interact with and 
respond to th^ coBununlly needs nore effectively* 
. Varloub forms of programmatic cutreach efforts conducted ly a 

varlely of refugees ^encles have heen descrlhed hy Murase, Egava, and 
j Tashlma (1985)* Biese efforts have Included informational mailings 

such as brochures and bilingual newsletters, radio shows, and 
; coauHunlly workshops. Another form of cwtreach consists of locating 

satellite offices and clinics within ethnic commtmlly centers and 
agencies. Ihese offices are frequently located within mtiltl-servlce 
complexes which include macy service, health, and educational agencies 
such as BSL programs. Department of Social Service offices, 
nutritional programs for women. Infants and children (WIC), and other 
communlly agencies. According to Murase et al (1985), this ^'satellite 
j programmlig" has been employed particularly effectively and 

extemively in the Los Angeles area. Such efforts can also extend to 
havix^ bllln5ual workers hold office hours within schools, work on 
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progrftw within schoolB, aad make how visits with their clients (Lum, 
1985). The net result of these efforts is to bring the prograas Into 
direct liyslcal contact with reft«ees, and to develop close networks 
between agencies such that referrals are easily aade and Itollowed-up. 

The Ulli«ual worker la usually Uie person iiost Involved in 
iBpleaentli* the networking with surrcMUdlng iwhllc and private 
service organlatlons. Bilingual workers represent the bridge between 
exlstli« American agencies and the refugee coamunlly. Bequests are 
frequent fro« local agencies and schools for bilingual werkers to 
educate their personnel about the refugee culture and how to deal with 
refugee clients. Concerned agencies which lack knowledge about their 
local refugee conawnltles nay become extreaely ftrustrated as they flrd 
thewelves unable to develop ranort with their refugee clients 
(Santopletro, 1981), and unable to deal with the complaints brought 
before them. They naturally- come to the blllngual/blcultural staff of 
refugee mental health service agencies for assistance and guidance. 
Bllli«ual workers may also become directly Involved In patient 
advocacy with various agencies, and the ablllly to d^Al effectively 
with these agencies is vital (Lum, 1985; Murase et aL, 1985). 

Other forms of outreach include specific environmental 
interventions that blllnguals perform on behalf of their cHents. 
These can Include tasks for which paraprofessionals have traditionally 
been utlllied, such as assisting clients with concrete problems such 
as transportation, housing. Job-seeking, recreation, or shopping, as 
well as helpli« them obtain welfare, and medical services (Jwnes, 
19T9). This enables agencies to provide services which could not be 
provided through the use of professionals. Providing such interventions 
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is laporttat fbr a variety of Tta»om, Alleviating major atressow In 
a patient's life Is recognised as vital In many forms of Intervention, 
even If a therapist does not get personally Involved In addressing such 
prohlems. Lefley (1979) demonstrated that such Interventions vere 
highly effective In assisting treatment progress In community mental 
health center patients. With patients who conftront such a varlely of 
stressors. It Is qjuestlonahle whether treatment solely within the 
confines of a clinic can he fuUy effective (Tarall, 1979; Tun& 1978). 

A second vital reason for getting personally Involved In concrete 
asp'^ts of problem solvli^ is the establishment of rapport and trust 
with the refugee client. Even though the bllingusl wcrker must be 
careful not to get caught up in tiylng to solve all the problems of 
their patients, assisting them with a few concrete, vitally Important 
problem tasks will hilld trust, alleviate stress on the patient, and 
help convince the patient of the good intentions and sincerity of the 
worker (Tung, 1978). This fact was reported almost universally ly 

j those agencies visited ly TAC. It also reinforces the Importance of 

I 

I 

professional supervision and specific training to help the workers In 
determlnlx« where to draw the line hetween neccesary concrete sctlon 
and over-lnvolvnent In the patient's life. 

In suaaary, bilingual workers in nost agencies have a vital 
i respoxBlbUl-tar as outreach workers, making themselves ai^d their agency 

j accessible to the refugee communlly, and educating the refugee as weU 

4 
» 

! as the majorl-ty community. As such, these workers need partlculifrly 

! effective communication skills, they need to be well in:*ormed about 

i 

the cultures th<y are dealing with, th<y need to be persons who can be 
' viewed with respect and trust ty Ihe refugee commuult/, and they need 

the necessary outgoing personallly attributes to conduct outreach. 
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These req>xlre»ent8 haTe Mijor lapllcatloM vhen It cones to hiring and 
trslnli« UUoguals fbr vork In aentMl health agencies. 
Mental Health Counselor or Cotheraplst 

Little has heen written ahcut vhat Is prohahlj Ihe aost common use 
of refugee bilingual workers — that of a se«l-autono«o«s mental health 
vorken This role of the refugee worker has >en little described In 
the literature^ for vhat are pcrohably a variety of reasons. First, 
much of the literature and expertise in working vlth refugees has come 
from the medical profession. Including psychiatry. Medical persons 
descrlbli« their work hay© most often utilised bllinguals primarily as 
interpreter/translators and culture brokers. Th<y ^so tend to see 
only -axe most severely disturbed individuals. For this reason, their 
clientele Is not appropriate for paraprofesslonal care (although the 
same can be said for mary of the clients of community centers 
employlj^ bilingual paraprofesslonals), and their vork reflects 
problem associated vlth cross-cultural vcrk using bilingual 
interpreters. Directors of community or specialty refugee mental 
health centers employing refugee paraprofesslonal counselors are 
operatlx^ In non-academic settings, and report much of their time as 
being taken up vlth problems of agency survival. Also, Judging from 
conversations vlth program' directors, the training, level of 
responsibility, and degree of supervision of refugee vorkers is In a 
constant state of flux vlthin these agencies due to vagaries In 
fundiig and heavy rates of utlliMtlon. Additionally, the model 
adopted In a community agency may have been adopted as a temporary 
response to need rather than as part of a long-term strategy. Given 
these factors. It is not surprising that the current form of bilingual 
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worker utilisation baa not been well described. In addition, each 
agency operates In Its ovn» IdlosTucratlc way. 

In spite of the dlfferencei^ between agencies. It has beco»e clear 
that In most non-p»ychl«^*3rlc setting blllnguals work with a high 
degree of independence, and usually one-cn-cne with the 
patlent/cllent. This Is true for Ideological reasons as well as 
practical, economic ones/ Reasons for utilizing blllnguals In this 
capacity Include the cost of having patients seen simultaneously 
Interpreters and professionals, the desire to serve larger numbers of 
refugees within a given budget, and a belief in the power and abllllgr 
of the parairofesslonal in mental health work to render quality 
service If provided sufficient training and supervision (Won& 1985). 

Given this reallly, and the fact that it is unlikely to change 
irntil persons from the refugee culture achieve professional degrees, 
it behooves us to consider the ways in which they are being used and 

I misused^ and how the situation might be improved. 

i There are studies on the use of parajrofessionals in mental 

health service, and evidence that paraprofessionals can perform 
counsellEg effectively with ncn-psychlatrlc pqwlations (Durlak, 1979; 
Nletzel & Fischer, 1981). This is, however, stm a controversial 
conclUBlcn. Given the possibility that parajrofeflslonsls can function 

! 

as effective co^inselors In certain situations, however. It Is 
worthwhile to consider the similarities In roles and respcns IMlltles 
of Aaerlcan and refugee paraprofessionals. 

The perspective of many advocating use of paraprofessionals in 
alcohol, drug, or family counseling has been "that even the high level 
of social skills demanded In Individual psychotherajy could be 
mastered ly persons with limited professional training (Slegel, 19T3, 

1 

<^ 33 

ERJC ^ 34 

1 



p. 139).'' Parmjtfofettionals who were •lallar In terM of race, 
culture, social class, iralue, and escperlence vere considered equally 
or more capable of deteJoplng tbe kind of genuine, espathetlc, 
supportl^ relationship demanded In theraiy (Slegel^ 19T3). With an 
appropriate fit, and with efficient training of thfe pswiprofesslonal, 
dlsadMuiti^tes stenilz^ tron the lack of professional training could 
supposedly he overcome. This view of the Importance ot a match or fit 
between helper and client Is extended to the refugee situation ty Lum 
(1985) and Voi« (1985). Wong believes It Is extremely unfortunate 
that certain i^encles have chosen to provide mental health and 
cotmsellzc services through Interpreters rather than training a pool 
of blHi^ual and blcultural personneL He views the use of 
Interpreters as detrimental both because th^re Is a poor 
cultural/llx^lstlc match between patient and provider, and because It 
delivers a tacit messfl^^e to the refugee comnunlly that they are unable 
to help themselves. Wong (1985) recognizes that training blllngualij 
as paraprofesslonals Is only a temporary and non*-ldeal situation, but 
views It as the best way to proceed at the present time. 

It cannot be doubted that having a linguistic and cultural fit 
between patient and tjberaplst Is adivitageous. At the least, there 
has to be a common language and some understanding of each other's 
perspectives in order to avoid misunderstanding. Applying the 
goodness**of^flt model to the refugee paraprofesslonal situation has 
cfftaln particularly problematic areas^ however, especially with 
regard to whether the "fit" can compensate for lack of professional 
training. These problems stem from two main sources: l) the high rate 
of severe pathology found In the refugee paraprofesslonal caseload, 
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and 2) the great dlfflcully In providing training and aupervlfllon to 
the refugee UUngual vcrker. 

Beeaate aental health aervlcea are used as a last resort, and are 
viewed as stl««atlxlng and unfamiliar, 'Clients *re usuaUy seen only 

t 

after significant pathology has developed and faally Benhers are no 

I 

longer able to cope with the disturbed Individual (Klnzle, 1985h; 
j Tui«, 1985). This, together with the high risk for severe 

psychopathology found aaong refugees, aeans that refugee mental health 
agencies are llhely to see higher rates of severe psychopathology than 
agencies serving the non-refugee population. Particularly In the 
earlier stipes of operation, agencies are likely to get referrals ftor 
psychotic or depressive conditions which are otherwise unmanageable 
(Klnsle, 1985b; Westemeyer, 1985). Although statistics across 
agencies have not been published, many agrmdes visited TAC 
personnel reported that 60-70* of chelr caseloads were chronic 
patlenta with seriously dlsabHng psychiatric diagnoses such as 

I psychosis, major depression, or severe post- traumatic stress disorder. 

i 

' This means that refugee paraprofesslonals are dealing with the most 

j difficult class of psychiatric patients to treat, people who typically 

I respond only slowly and sporadically to verbal counseUng even In the 

best circumstances. This Is not the population that Western 
paraprofesslonals are expected to treat, nor for whom the quality of 
paraprofesBlonal treatment Is equal to prol^asslonal care. 

The second major difficulty Is In providing adequate training and 
supervision. Traditional supervision techniques used for training 
Western paraprofesslonals, such as quietly observing sessions and 
llstenli« to audio or video tapes of sessions, are clearly less useful 
, when the supervisor Is unable "oo understand what Is being said. When 
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« blllt«aal !■ ftiactlonlag Interpreter, soae letel of check can 

be la place, each as otwenring Interpreter-patient verlml and non- 
verbal Interaction, and dlacuaalng laauea and questions vlth the 
Interpreter durli« the sesslo a. In training the bilingual to engage 
In unsupemsed Intenrentlon, hoverer, these cheeks are gone and the 
supervisor «ust reOy upon the recollection of the bilingual abc«t the 
session to generate eoBMnts and suggestions. Since effective 
axproaehes to treatwnt vlth SoullieaJt Asians tends to be directive, 
and task-oriented (Klnsle, 1981; Klnxle et sL, 1980; lua, 1985; Tsui 
& Schults, 1985; Wei«, 1985), this Is not as bad a problem as It vaild 
be In Imlght-orlented therapy, but It Is still far ftou Ideal. Ways 
to address this problea could Include having MHngual professional 
bupervlslon vhen possible, having group supervision when aore than one 
• person from a gl^n ethnic group vorks at an agency, and pronoting 

more academic trainli« in mental health. In general, a team approach 
vhlch guarcntees that the bilingual worker will not be "abandoned" 
with the cHent would seem to be a minimal requirement, even if the 
bllii«ual often sees the client one-cn-one. In any case, however, the 
i agency should plan on spending extra time in supervision, with 

recordlxes still useful in assisting the workers' recall of the 
session when the client permits such recording. 

How might non-proftsslonal refugee ccwnselors be utilized 
effecUvely given these constraints? One approach is to conduct the 
initial triage, history-taking, and assessment with a jroftsslonal 
present most of the time For certain elements of the interview, the 
proftsslonal miy not need to be present, and during this time the 
bilingual-patient relatloMhlp can be developed as somewhat distinct 
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from the prol^slonal-patlent relatlonshliw After the Initial 
MseMMnty the MHoguitl and cllnlclmn can discuss the case^ derelop 
a treatnent plant and detenlne hcfv the UUqgual can proceed* If a 
paychlatz7 or paychologr referral is Indicated, the hlllngual can 
function as an Interpreter. Othenrlse (or In addition) » the hlllQKual 
■ay Initiate vork along the llnea of a treatsent plan, receiving 
supervision along the vaj. Most irograw aipear to operate in roughly 
this fashion, and It should he noted that there Is evidence that 
parairofesslonals working under close psychiatric supervision can 
achieve outcoftes eqjaal to or hetter than those of therapists with 
aaster's degrees, and posslhly as veil as doctoral level therapists 
fbr specific prohless (Vletsel t Fisher, 1981). However, It Is 
doubtful that nost blllnguals vorklic as paraproftsslonaLi are 
receiving the necessary level of supervision. On our visits. 
Insufficient supervision and training were frequent coatplalnts hy 
hlUngual workers* 

!Ihere are other pltf)&lls with this nethod as welL As hlllngualfi 
get used to working somewhat autonoiiously, they can cone to object to 
working as translators in situations where it is warranted^ and may 
take Initiatives without appropriate consultation with their 
supervisor. Perhaps an even greater danger Is that the agency begins 
to re3y too heavily upon the bilingual worker, who Is seriously 
lacklx^ formal training but appears to be doing a good Job* 
Inappropriate responsibilities such as having bilinguals administer 
psychological testing unsupervised and without training in 
psychometric principles has been reported to occur, as well as 
insufficient supervision of treatment sessions, and infrequent 
revision of treatment plans and reviews of progress* In some agencies 
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vhere cm« loate «re orerly blcht It Is left up to tb«i Mllxigual 
vhether or not^ to receline tuperrltion on a gl^n cMe at aogr glwn 
tlae, and there la Insufficient tlae to rerlev all cases vlth tbe 
supervisor. Although ererycne In^DlTed seem to aeaa veil and to he 
concerned vlth these Issues, the result Is that patients cannot he 
guaranteed qjaalllj care, and quality Bonltorlhg-ls ft^equoitly 
Isposslhle. 

One Interestlx^ aiproach to this prohleai has heen the use of 
hlUnguals In one i^enqf aa co-cllnlclans. ^e lahelw of 
••interpreter** or ••translator" are avoided In order to evphaslxe the 
critical role of the hllli^ual worker, hut the vorker normally works 
uslx« a team ajproach Including hdUogual, patient, and proftsslonaL 
Initial evaluations are always conducted In the presence and under the 
supervision of a jrofesslonali During later sessions, a profteslonal 
nay only be present for a brief period of tlae, hut will almost alwsys 
he present for at least part of the treatment session. The amount of 
professional participation Is dictated ly the stage of treatment, 
level of need of the patientt and experience of the hlllnguaL This 
system provides a necessaiy element of supervision, while still 
maxlmislx« the possible size of the agency case load, and therefore 
Increasing Its cost-benefit ratio. The bilingual Is given a high 
level of respect and responsibility, but Is not left alandoned with 
the patient. 

In those instances when a reftigee Is employed strictly ss a 
••social adjustments^ counselor, the autonomr Is more varrsLted. In 
this case, the psychiatric cases are referred to other agencies, and 
workers deal with practical Issues of finding employment, dealing with 




traMportatlon asA schools, and gecerally bsndUqg the IntrlcselM and 
lesalittM of life In the United States. Mental health Issues such as 
deiresslon frequently cow up In this context, snd the bHinsual aust 
he trained to screen csset that need further assessaent. HoveTer, the 
blllx«ualt eten if fbUovlng up such a case, vculd not he treatlx« the 
depression ££r se, hut rather the pr <cal rasiflcations of the 
dexre^slon. Rom visits and telephone calls are a ftrequaat aspect of 
spch vork, vhich tends to along the lines of cowBunltgr outreach. 

Special Issues and Prohlen 
Psychosocial Dynaaics of the Bilingual Bole 

Work -•nTDlring hUlnguals as Interpreters allovf ft>r a very 
coaplex interplogr of interpersonal dywmics. In allltion to the 
triads there are the three dyads of patient- interpreter, interpreter- 
clinician, and patient-clinician. (FaDUst ft Drickqr^ 1986; 
Westcrmeyer, 1987). Trouhle in ai^r of these relationships can daoAge 
the effectiveness of the intervention. Critical aspects of the 
ixrterpretcr-patient relationship aay Involve extra-clinic influences. 
For example, in a tlght-toit refugee coamunity, the refugee may well 
he acquainted vith either the Interpreter or aeahers of the 
Interpreter's faally, and he reluctant to divulge personal, possihly 
emharrassing or shaaefUl Inforaation. As a general ni^e, the 
Interpreter should not he personally involved vith the client outside 
the treatiasnt situation (Richie, 196I4). The patient may not have 
confidence in the confidentlalily of inforaaticn volunteered at the 
clinic. Other prohleas may occur vhen the Interpreter and patient are 
of different sex, social status, if the interpreter is yoinger than 
the patient, cr if i^ie interpreter is unaarried and ths patient is 
concerned vith issues related to aarrli«e (Faus'<; ft Drickey, 1986; 




Ingall, 1981^; Ke«p» 1985; Saatcpietro, 1981; Westera^er, 198T). It 
l8 unlltelj that a latleot vlU eipreaa objections to a giy^n 
Interpreter, however, so the clinician must rely on the worker to 
avare of such probleos and to consunlcute then ^.o 1he clinician vhen 
appropriate. All these factors Mjr influence the trust and respect 
the patient vlll accord the interpreter, and therefore Influence the 
potential fbr succesful Intervention* 

The auallty of the Interpreter-clinician relatlcmshlp Is vltaL 
Baker (l98l) azotes a resettlenent worker as sagrlqg "it Is more 
Important to hare a good relationship with your interpreter than with 
your spouse" (page 393). The strength and power of having an 
efficient team as described ly Westermeyer (1987) was noted earlier 
For this reason, the stability of a team and the mutual trust which 
can develop ft^om having worked together over a long period of time 
extremely valuable* 

As already mentioned, there can be difficulties with respect to 
the difference In status between clinician and interpreter (Baker, 
1981). It Is frequently the ewe that reiligees, upon arrival, must 
accept employment In a awch lower status ^ob than they had In their 
country of origin. For example, refugee jfcyslclans have had to take 
Jobs as Interpreters or paraprofesslonals, a highly significant drop 
In status* This can understandably create friction If the 
professional appears to look down upon or devalue the service of the 
blUiguaL When one considers that those hired for bilingual 
positions tend to have been some of thr lost educated persons In their 
country, the status dtop must be regarded as serious. 

Friction may also be encountered when a bilingual, used to 



vQrklx« relatively autonomously, la aaked to traoalate for a 
cooaultlt« paychlatrlst elthe'r at the agency or at hospitala recel^ng 
referrals from the commmllgr. The peychlatrlat My not be used to 
vorklx« vlth interpreters, and the hlllnsval nay resent being placed 
in a subordinate role. HadClnnon and Mlchels USTl) also caution tha'v 
plV^slclans vho are not used to vorklQg vlth interpreters nay feel that 
their role is threatened because they cannot deal directly with the 
patient and nay begin to relate in a dependent way upon the 
interpreter rather tasing hln or her as an assistant. Perhaps some of 
these iroblem could be aaelllorated ly training the jroltessionals in 
utlll2li« interpreters, and increasing the respect both of agency 
and proftessicnal people for the interpreter role, which is truly an 
advanced and sophisticated one. 

It is soMvhat of a aystery wly Ihere seem to be a devaluation 
of the Interpreter role in many clinical settings, both ly physicians 
Slid bllli«;uals themselves. It makes sense that biUnguals may perfbrm 
duties b^ond that of iiiterrreter, but this should not devalue the 
role of interpreter. Even some agencies which are very concerned with 
elevating the status of their blllnguals seem to do so ty demeaning 
the interpreter ftmctlon, rather than elevating the status of 
interpretation to the level it deserves. In so doing, their bilingual 
vcrkers are boiund to develop resentment over the role when it is asked 
of them. Agencies vhlch utilize Interpreters, and which consider th* 
Interpreter role to be a valued and difficult one, do not report the 
same c ree of dlfflcully between clinician and bilingual (Klnzle, 
1985b). One kind of evidence that the difficulty of interpretation is 
valued would be that ef fbrts were made to p^rovlde training for the 
task rather than to assume that asy bilingual shculd be able to handle 
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It. It mat he reccgnlMd that not all Mllnguala are going to le 
effective Interpreters, that on occMlon the Interpersonal dynaalcs 
■ay sl«p2y not vork, and that Incompetent interpreters shotzld he 
replaced If necessary (Vllllaas, 1985). 

The saae dtynaalcs that operate between Interpreter and patient 
nay also operate between clinician and Interpreter. For example, a 
male Interpreter may have difficulty respecting the authorliy of a 
woman therapist, and an older Interpreter may have difficulty 
respecting a youi«ei' clinician. Conversely, the same may he said about 
the clinician's attitude and trust of the blllnguaL In addition, 
subtle and semi-conscious cultural biases may Interfere with the 
clinician-interpreter relatiooship (Westermeycr, 1987). Westermeyor 
recommends that clinicians contemplating cross-cultural work consider 
their own biases, make them ccoscicws, and not allow them to interfere 

i with their clinical work. 

One problem brought out during TAC visits to several agencies was 

; the tendency of some interpreters and bilingual workers to stray from 

agreed*upon agendas, to give advice, criticism, and guidance to 

i 

latients without Informing or getting the consent of the clinician. 
1 This was especially a problem when the worker did not respect the 

I ejqpertlse of the clinician, when the cultural values of the bilingual 

worker were sit odds with the suggestions of the clinician, or when the 
worter was Inexperienced or untrained in the task. Such topics as 
wife or child abuse and the appropriate actions to take in such cases 
can pull the clinician and worker into direct cul-taral conflict. 

The clinician-patient relationship, as mediated verbally via 
Interpreter, relies heavily upon the skills of the interpreter, the 
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tmderfttandlse on the part of the clinician of the refugee^s culture, 
and the many foraa of non-^erhal coMBunlcatlon* Several authors hare 
discussed appropriate fori of clinician Interaction vlth refugees 
(Brover, 1980; Kintle, 1980, 1985at 1985h; Santopletro, 1981; Tiui & 
Sdmlts, 1985; Wester»eyer, 1987). When using interpreters, the 
clinician should speak directly to the patient, not to the 
Interpreter. Steady qr« contact is generally to he avoided with 
Southeast Asian clients. Such actions as crossing legs, poxntlng, or 
heckonix^ nay he considered very rude, as veil as touchii^g patients on 
the head without first asldog permission. When talking vlth family 
groups, the elder should he respectflilly addressed first (Santopletro, 
1981 )• As a general principle, the ajppropriate etiquette assists in 
developlEg a trusting, heneficlal relationship. With adequate 
rapport, other harriers become much less significant. The hilingual 
worker can he a valuable ssset in providing Instructing and 
interpretatlojs regardlr^ proper hehavior, phraslr^ quest.! o» Jj:i an 
appropriate manner, and Informing the clinician ahout this **diplomatlc" 
status of the Inv^rvlev. Fc rturately the role of Doctcr a familiar 
one to most rerugee grcupSv and stroi^ the^*apeutlc bonds are possible 
when the relationship is tised in a culturally congruent ^ianner 
(Kindle, 1985b). However, the same disparltl<»s that can affect the 
patient-interpreter relationship are also factors in theNpatient*- 
clinician relationshlpw Again, these include such thix^s as age, sex, 
marital status, eOucaticn, and social class (Vertermqrer, 198T). 

Another problematic aspect of the patient-clinician or patient- 
paraprofesslonal relationship concerns Issues of transference and 
countertransference. Transference refers to the projection of 
feelings and attitudes ly the patient upon the therapist based on 
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previous experlencM of the patient. Coustertramference refen to 
such projections tgr Hie therapist onto the client, and sore generally 
to the feellz^ tovard the client aroused during treataent. For 
exaaple, the history of the Vietnam war, vlth the varied enotlonal 
responses It ex«endered may Influence the approach of Vestem 
therapists to Vietnamese pitlents. Cmversely; the Vietnamese patient 
vho had unplewant v.«r or refugee experiences Involylng Americans msy 
project negative feelings upon the American clinician (Brover, 1980). 
Similar Issues may he present vlth other rofugee groups, such as 
Laotians, Bnong, and Khmer- 
One of the most serious problems In the process of hlstoty-taklng 
and treatment Is the clinician aiid/or Interpreter's ovn Inablilly to 
deal vlth the horror stories that one Is Utely to hear flrom those 
refugee groups vhlch suffered particularly traumatic times such as the 
Khmer (Kinzle, 198*^, 1985h)* Tbe difficulty In listening to and 
responding to these stories Is compcnrnded for blllnguals for vhom the 
tales hrlng hack memories of their ovn tiraumatlc experiences. A 
comm ^n sequela of emotionally traumatic events, reflected In the* 
diagnostic criteria for post- trauma tic stress disorder (iiPAj, 1980) Is 
that reminders of the trauma can cause a re-expcrlenclng of some of 

the affect and anxiety associated ylth the event (Horcwltz, 1986). 

\ 

For refugee survivors acting either as Interpreters or as 
paraprofesslonal counselors, llctenlng to these stories can he very 
painful, and ^^ijy result In resistance on the part, of the hJ.Hngual to 
hrli:g up or encourage discussion of painful even^ss. Within at least 
one agency visited hy TAG, a reccgnltlco of this prohlem has led to 
holdli« veeUy group aeetlx^s of the htllngual staff, moderated Ijr an 
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outside psychiatrist. Intended to help the Wllnguals deal vlth their 
oirn experleneea vhlch are Irought to Bind durlxH^: comtellng sessions. 
Even vlthln this agencj, th^e hss been great reluctance on the F*rt 
of the hllli^ual staff to discuss traumatic events with their clients, 
even when functioning ss Interpreters. This is pro^leaatlc because a 
thoroiigh lilwtory is a prerequisite of qjualily care and assessment, and 
because treatment may eventually involTt; discussiog the traumatic 
events at least to some extent .Klnsle, 198I, 1985a; Kinxle et al, 19Bk). 
Training 

Given that bilingual wcrhers have generally received no prior 
trainlx^ or experience in mental health before going to work in these 
agencies, the issue of training is a vital one. One particularly 
detailed account of a well coordinated and st^^ported training program 
"for bllii«uals can be found in au article ly Wor« (1985). However, 
funding for bilingual training programs has turned out to be sporadic 
at best, and tends to be scanty when available. 

During tho course of TAG visits to a varlely of acencles, we 
asked about trainii« practices. Stated briefly, most agencies do not 
have coordinated, standardised training programs for their bilingual 
workers. Instead, trainlr^ tends to come in the form of on-tiie-Job 
case supervision (not always in adequate cmaints), occasional (ranging 
from every oth^ week to much less than monthly) lectures from outside 
or within agency psychiatrists, psychologiats^ and social workers, and 
occcBlonally some coursework at local schools and universities. Only 
rarely dbes a worker receive substantial trailing prior to seeing 
I clienta, although it seems common practice to glw new personnel less 

complicated cases and smaller caseloads whenever possible. In 

I 

j general, agency personnel were aware of the deficiencies in training, 
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tut vwe caught In a resource-poor envlronnent vlth high demand for 
aerrlce, and time and money set aside fbr training competed directly 
vlth service capahilily. 

The issues InvolTed In tralnli« Mlinguals are macy, and are 
currently heii« addressed the TAC. TAG personnel are reviewing the 
various trainii* programs that have heen developed and are operating 
In the Itoitrd States, and vlll he developing suggested procedures and 
curricula for tralnlx« both refugee Mlingual parap^^ofes^ionals and 
Mental health profess toaals. Materials from this effort vlll he 
generated over the next year. Gl'ven the high level of respons 1.1 lily 
accorded the bilingual vorker, and the lack of prior mental health 
experience characteristic of the refugee Mlingual, training Is a 
vital issue. Trainii« prcgirams must not only provide hllinguals vlth 
knovledge of Western mental health concepts (including diagnostic 
categories and processes, and concepts of etllogy, treatmeni, and 
prevention), hut also some understanding of the use of medications, 
legal procedures regarding reporting child or spouse aluse, concepts 
and prccebses of netvorking vlth surrounding agencies, and 
transference-countertransference issues. And of cou»e hlllnguals 
called upon to act as translators, interpreters, and culture brokers 
need trainli* in hov to effectively carry out these tasks. 

Biere ar^ currently very few schools or training sites vhich can 
train a refugee to become a bilingual paraprofesslonal provider (there 
are some ii^encies vhich offer reiatlwly short mental health seminars 
for refugee providers, and some schools vlth cross-cultural coursework 
in social services). There are also insufficient numbers of refugees 
entering college programs in tne -lental health field. Therefore, the 



Bcrtlcc i«€ncle8 the«iel^ ftrequcntly haw to jroTlde the training to 
their new vorkers* In a tine of Insufficient rescurees, training 
suffers directly. Wcqg (1985) provides a good example of what a 
tralnlxs program for MUngual workers can he. Ttalnees received 
classroom Instruction, supervised mental health practice In a varlely 
of settings, and were placed In refugee mental health service programs 
after completing training. !Ihls effort only received funding for one 
year, and now the agency which developed the program Is financially 
unahLe to fbUov Its own model. 
Certification and Quality Assurance 

OJils Issue win only he mentioned In passing. One of the 
prohlems of the sporadic refugee mental health service delivery 
"system," and tJie Inconsistency of training efforts, hbs heen a lack 
of quality assurance. This Is not to siy that quality Is always poor, 
hut rather that effective monitoring and control has heen lacking. 
Considering the prohlems, however. It would he surprising If quality 
I of service even approaches that which the majority popilatlon waild 

find acceptahle for themselves. 

nils Is not Intended as a criticism of the agencies and personnel 
Invol^ <i. The hllli«ual workers at these agencies are ly and large 
j very talented, dedicated people, cot otherwise they woaldn't find 

themselves in their position. However, programs have heen 
Insufficiently funded, and have ejqperlenced such severe disruptions In 
fundli^ that they haVe'hbtliad the opportunity to develop consistent, 
high-quality training and supervision procedures (Lum, 1985). 
I One approach to qualily assurance is certification. 

Certification ii>plles that standards and training programs ejdst for 
the occupation in question. One fli^ency which works with a variety of 
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ethnic groups, though not speclilcaUy refugees, provides Its own 
Internal certification of paraprofesslcoals once thcgr hare received a 
certain awmnt of training. This provides hoth a sense of 
acco!!9llshBent and a denonstratlon of having received at least a 
certain aaonut of training (Tarall, 19T9). Although legal 
certification might he advlsahle, training Is lagging far hehlnd. 

ihe tlae such certification Is established and functioning, the 
advent of refugee professionals and continuing acculturation of the 
present refugee population Bsgr render It unxlecesrai^ Hoirever, given 
that other refugees and Immigrants can he expected to urrlve, the 
development of plans and curricula vould still he heneflclaL One 
posslblllly might he for o*ertaln 2-7ear Associate of Arts programs In 
the mental health area (e^.. Psychiatric Technician) to develop 
special programs for cross-cultural and cross- language service. 
Bilingual Career Pevelopnent 

The MHi^ual^ nottTroftess^^nal worker Is In an awkward career 
position. There Is an Inherent time limitation on the need for such 
persons^ the Joh as presently construed provides little in the way of 
salary, benefits, or sectirlty, and there Is no true opportunity for 
advancement. It Is truly a dead-end Job unless training Is provided 
or allowed which can lead to a professional degree. Many blUnguals 
find their Jobs to be greater than full-time, and cire unable to devote 
additional time to schooling. This is doubly unfortunate because 
those experienced people who have weathered the storm, dealt with an 
extwme3y difficult period In mental health services, and who still 
feel committed to the field are the ones most needeu. Their very 
practice In the field at the present time Is preventing development of 
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their future in the fields and delays the advent of the refugee 
prolteaalonal wcrter. Maz^ are suptorting families on a low Income, 
have Engllah skills which are still harely adequate for an academic 
settlx«, and are unahLe to pursue school without the assistance of 
scholarships or other financial assistance programs. Because of 
English difficulties, most refuges may opt fbr less verhally-demandlng 
majors, such as electronics, computer Violence, math and engineering. 
If a social goal Is to develop refugee mental health professionals, a 
deliberate program should be created to serve that jwrpose. At the 
very least, bilingual workers should be allowed time to attend 
workshops and conferences, and to receive fL-rther schooling. 

\B an additional note, many mlnovlty-orlented scholarships and 
feJJowshlps are not made available to "Asians" due to the success of 
Japanese, Chinese, and other Asians in our ccuntry. This means that 
imtll disadvantaged Southeast Asians are specifically Included for 
consideration, they are not eligible to receive the awards. 
Burnout among Blllmcual Workers 

Euniout is e condition characterized ty "a syndrome of emotional 
exhaustion, depersonalization, end reduced psfrsonal accomplishment 
' tbfit can occur among Individuals who do 'people work* of some kind 

i (Maslach fc c^kson, 1981, p. 99)." Depersonalization used in this way 

refers to an unhealthy eLotlonal detachment firom the »i!sons being 
served as a defense flgainat flirther eAaustlon and frustration. 
Burnout in human services has been implicated in high turnover rates, 
loss of morale, and reduction in quality of patieut care (Maslach, 
1976, 1978; Muldary, 1983). There is every reason to believe that 
burnout is taklx« its toll among refugee mental health workers. 
! Factors identified which correlate with high burnout rates in 
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■ental health centers Include high case loads, high percentages of 
chronic or seriously 111 patients, lev potential for achleTlng a cure, 
InaMlllgr to eaotlonally escape from the deaands of the Job or the 
clients, lack of sense of success, and loir levels of support ftroa co^ 
workers (Maslach, 19T8, 1982; Pines * Maslach, 19T8). Based upon 
these factors, the hLUngual vorker faces an.extrenely high risk for 
humout. Their Johs are lyplcally characterized high levels of 
alaost all these risk factors. In addition to helng undertralned for 
their task. Additionally, an Interpreter vorklpg In a hospital or 
other settlz^i whose contribution Is not acknovledged* and who is the 
only one from his culture working In that setting would be at vexy 
high risk for burnout. 

A major problem eaqnressed ly bllli^uals during our TAC visits to 
-programs was 1;ne sense that the needs of their community were great, 
and that they must be available to help people whenever called upon. 
Such a problem is also discussed ^ Baker (1981), who notes that the 
Western notions of the 8-hcur mental health work day, and of '"aetached 
concern" do not have a Southeast Asian ccunterpert. Bilingual 
workers Interviewed during TAC visits frequaitly Indicated that they 
worked extra hours for clients and their ftimllles over evenings and 
weekends. Baker reports that bilingual workers who fall to provide 



such services for clients "are subject to accusations of dishonesty, 
lack of concern, and 'selling out to the Americans*" (p. 395)* In 
addition, blllnp^al workers may often be the victims of severe 
backbltlxc gossip, and alienation from their community, as the 
refugee community falls to understand how the person got their "cushy" 
Job, wly the worker Isn't more responsive to Individuals needs and 



ERIC 



50 



demands, and hoir difficult the blllngual'a Job la. Such difficulties 
within their oirn cowminliy can seriously affect the eaotlonal well- 
heli« of the worker and contrll«te greatly to hornout (R. R. Jones, 
personal comunlcatlon, March 26, 1987). Sereral Mllngual w orkers 
Indicated th^ had to aove out of their comwinltles to get away ftom 
the wearyli* deaands of the people around the« (a rerj adai*l¥e move), 
and others hare gotten uxxlisted phone naahers. Clearly these workers 
are functioning In an environment ripe for hurnoot. 

The presence of hum-out may he reflected In the fact that only 
half of the lllli«ual workers sxirveyed during our visits were plannin g 
to continue In the mental health field. Other factors such as greater 
status and pay In other Johs are prohahly also Important factors In 
their leavli« meittal health wor* , however. In any case, the potential 
- for burnout must he seriously considered hy agency directors and 
supervisors, and measures should he taken as part of training to guard 
against the ei^rlence of burnout. 
Abuse of Power 

Little has been written about the abuse of powtn* bilingual 
workers, but this does represent a danger that must be watched for. 
Such abuses as requlrlx* extra fees fbr appointments. Intimidating 
clients, rhowlng flavarltlsm te family and fSrlends, and providing 

} special acce8B\to other services via network cconectlons mxist be 

guarded against. Conducting extra, unsupervised work cwt of the home 
on weekends and evenli«s fbr a fee under the auspices of the eaqploylng 

; agency Is another posslbUlly for abuse. Some of these practices may 

I have been comaonpiBce In their native countries, but are not 

considered ethical in the United States. Training with regard to 

I Western mental health ethics must be provided. 
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Another jroblem relates to ccnfldentlalltT. Confldentlalltj Is 
soaetlses a difficult concept to explain both to the bilingual worker 
and the patient. ^ The notion that information should he )- ^ ftrom 
relatives of the patient, particulsrly elders, is a foreign one. In 
the tightly knit refugee coBBunltles, there is a fear that the 
infox^matlon gained night spread through the coBatunily. If such vere 
to happen, the aUlitgr of the c«enc7 to function effectlwly vculd be 
severely coaproBlsed* Again, thorough training In the area of 
confident ialitgr Is necessary. 
Recruiting/Hiring Bllinguals 

Becoise the bllii«ual represents the agency to the ^ouiunlly, and 
because the refugee consunity will be receiving services from or 
through that bilii^ual^ it is of ut»ost Isportance that the person 
selected has the trust, confidence and respect of the comamnlty (Lum, 
1985). Ideally, an ag«cy vlll hire both a «an and a wonan for 
bilingual fiervlces, as barriers between the sexes can be Oifflctilt to 
cross (Brovcr, 1980; Ingall, 1981*; Santopletro, 1981). Other 
considerations such as age and marital status are also important. In 
addition, those responsible for hiring shcwld be aware of factions In 
the community, whether religious or political, as well as clans. If a 
bilix^al is hired who is strcogly Identified with one faction or 
group, persoM from the other faction may be unwilling to utilize the 
workcr^s services. While this problem cannot be completely avoided, 
careful hiring to bring in people who can work with the different 
groups as much as possible Is essentlaL 



In attemptli« to identify "natural leaders** and respected 
Individuals within the community to hire, a varlely of sources shaad 
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coMulted. One aeeoCT copet with thlt proUem Ijr Inviting 
reporesentatlTM ftom all MAA^s and other refugee oxganlsatlons to sit 
In CO round*tatle hiring Intenrlevs. In addltlon» members of a clan's 
pover structure as veil as rellgeous leaders maj need to be Included* 
This keeps the hiring practice In the open, enables the agoicy 
personnel to see hov the candidate deals vlth all parties, and 
satisfies the -cmrlous groups that they have had an Influence on the 
decision naklog. Another agency privately consult; vlth various 
sources and leaders In the comnmlly. This agency once had the 
experience of nearly :ilrlQg a charlsnatlc, IntelUgeut, bilingual 
person vlth excellent comnand of both languages and cultures. The 
hlrli« process for this person vas brought to an abrupt halt vhen It 
vas deter&lned that several aienbers of the conmunlty recalled the 
person as being highly ranked In the arnqr and seriously abuslx« his 
povers, a«4u terrorl«li« people In his native ccuntiy. Even If the 
Inforsatlcn vere untrue, hiring someone vlth that reputation vould 
have done serious daaisge to the fluency's attllty to serve. 

Concltaslon 

The role of the MHngral vorker In refugee aental health Is a 
difficult and soaetlttes confusing one, f ' the situation Is not likely 
to Isprove very much until funding becomes more stable, bl Unguals 
start rejelvlcc jrofesslonal degrees, and refugees develop the 
political or ^egal clout to require states and ccuntlec co supply 
services to them commensurate vlth their need and numbers. In many 
sites, serrlcu. are provided directly Igr bilingual pare^profSnslonal 
vorkers vho have received little training In mental health and vbo meyr 
not receive a great deal of supervision. The vorkers are dedicated 
and hard vorklng, but thqr vork at a serious dlsadvi^*- %age« 
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Mazqr people telle^e tbat blllssuals should function as direct 
^ ouDselors rather than Interpreters fbr political and philosophical 
reasons. Hoirever» even If this is perspective Is not adopted, fev 
agencies have the resources to provide Interpreted Intervention for 
their nonoUncual clients. Therefore, hlllnguals are utilized as 
paraprofesslonal ccunselors (prlmaxy therapists) In most agencies. 

Bilingual vcrkers perfbr^n Jobs heyocd the scope of vhat Is asked 
of Engllshrspeaklng paraprofesslonals, and hcgrond vhat should ideally 
he asked of ^heau Reftigee caseloads taid to he heavily chronic or 
acute crisis. Workers see severely psychotic, depressed, and anxious 
patlrats vbo vould present Bia;]or challenges to the most highly trained 
ixrofeeslonals. Therefore, regardless of vhether or not bilingual 
paraprofesslonals operate as prlsazy therapists In a given clinic, 
a patient should alvays receive a thorough^ professional assess sient 
prior to development of a treatsient plan. The high Incidence of 
severe disorder demands that the assessment be done as professionally 
as possible, and that blllnguals receive close supervision as veil as 
personal and professional support throughout the intervention process. 
Such support can Increase quality of service, and may help prevent oi' 
reduce problems of staff burnout* 

The nature of the bl Unguals' Job, their ovn history as refugees, 
and their commitment to and close ties vlth their community puts them 
at high rlflk for bumcut. To reduce levels of burnc^t, efforts should 
be made to Increase the level of trainings supervision and support 
bllinguals receive, to provide a career path for those vho vish to 
stay in the mental health field, and to eliminate the inappropriate 
demands made of them. It is vital that the difficulty of their Job be 



appreciated and respected ly the mental health prof ees lonals who vork 
vlth tbea, and that the unKpie contrlhutloM W ilx^uala haw to offer 
hb recognized. 

It Is probahly Inevlt&hle that certain culturally as well as 
personallly-hased tensions and conflicts between American clinicians 
and hUlngual wcrters will arlte due to differences In outlooks and 
Vsllef systems. The clinician must he sensitive to such issues, «[nd 
they must he dealt wlxh coDstructlveOy so that both persons can 
operate with clarlly and uniformity of purpose, and a seme of 
personal Integrity in their challei«li« roles. 
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